TRANSACTIONS 


OF THE 

PHILADELPHIA ACADEMY OF SURGERY. 


Stated meeting held February 5, i)o 6 . 

The President, John B. Roberts, M.D., in the chair. 


MODIFIED MOLLER OPERATION FOR FLAT FOOT. 

Dr. H. Augustus Wilson presented a man upon whom he 
and Dr. R. V. Patterson had performed the combined operation 
of arthrodesis of the astragalo-scaphoid joint and transplantation 
of the tendon of the extensor proprius hallucis for the relief of 
flat foot, a modification of the operation originally described by 
Dr. Ernest Muller, 1 

Muller’s operation consisted in using the tendon of the ante¬ 
rior tibial muscle, which he detaches from its insertion and passes 
through a hole drilled vertically through the scaphoid and 
attaches the tendon to the inferior-internal surface of the scaphoid, 
and divides the tendo achillis. 

The operation as performed upon the patient shown was done 
in November, 1904, at the Philadelphia Hospital. The technique 
has been fully described. 2 Instead of using the anterior tibial 
tendon as Midler did, the tendon of the extensor proprius hallucis 
was taken. The hole through the scaphoid was made as by 
Muller. In addition to the tendon transplantation an arthrodesis 
was performed on the astragalo-scaphoid articulation. 

Plaster-of-Paris fixation in the extreme over corrected posi- 
tion was maintained for four weeks. Carefully applied physical 

1 Ccntralblatt f. Cliirurgic, Jan. 10, 1903, p. 40. 

' American Medicine, May 6, 1905, p. 725. 
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culture soon brought the muscles into function in their new rela¬ 
tions, and enabled the patient to control the action of his feet 
involuntarily. The loss of the extensor proprius hallucis in its 
former and normal position was very apparent at first, as the 
patient had toe drop. This was gradually overcome as the exten¬ 
sor brevis digitorum became developed in the assumption of its 
newly-acquired function. 

The best evidence of the full success of the operation on 
the patient is the fact that during the year since the opera¬ 
tion he has been engaged in hard work without inconven¬ 
ience. He had been enabled to work full time without pain, 
which was impossible before the operation was done. As a pre¬ 
liminary to operative correction it is essential that the feet should 
be freed from all restraint of full free motion, as it is apparent that 
the presence of any restraint will interfere with muscular develop¬ 
ment. The necessary amount of free motion can be secured by 
the employment of the mechanical arch-producer devised by Dr. 
Wilson. 

Dr. James K. Young said lie had for several years employed 
in the treatment of flat foot the mechanical arch-producer 
devised by Dr. Wilson and found that it gave very good results. 
He generally applies the instrument after baking the foot for some 
time. This makes the parts more pliable and a greater degree of 
correction may be obtained at each sitting. 

ABSCESS OF THE ABDOMINAL WALL COMMUNICATING 
WITH THE BLADDER WHICH CONTAINED A CALCULUS. 

Dr. Joseph M. Spellissy related the history of a boy, eigh¬ 
teen years of age, who was admitted to the Methodist Episcopal 
Hospital on February 12, 1901. He had enjoyed perfect health 
till his sixteenth year. He then began to suffer with pain during 
urination and also and more particularly at the end of the act, 
when he passed pus. Occasional distress from retention of urine 
was relieved by catheterization. His condition sometimes kept 
him in bed and once he suffered for a week with oedema of the 
foot. During the three months prior to admission his abdomen 
had become swollen in the median line and he passed a small 
urinary calculus per meatum. 

On admission, a reddened, elevated, tense inflammatory mass, 
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shaped like an enlarged uterus, occupied the middle of the abdom¬ 
inal wall from just below the umbilicus to just above the pubes, 
and seemed on the point of rupture. (Fig 1.) 

Under ether anaesthesia, the passage of a sound confirmed 
the suspicion of the presence of a vesical calculus; two incisions, 
one in the lower and one in the upper part of the abdominal mass, 
liberated a free amount of pus from apparently independent 
cavities in the abdominal wall. But a third incision, joining the 
other two, not only discovered a sinus uniting them but also a 
fistulous passage communicating with an indurated, thickened, 
suppurating bladder contracted on a roughened calculus, (Fig. 
2) measuring 2 j 4 x i x ;f 4 inches. The spontaneous effort of this 
calculus to deliver itself through a suprapubic abscess of the 
abdominal wall was assisted by incision, through which the cal¬ 
culus was removed. A catheter was inserted into the bladder per 
urethram, and both bladder and abscess walls were scrubbed with 
gauze and irrigated. Convalescence with suprapubic and urethral 
drainage terminated in an uneventful recovery with all sinuses 
closed in three months. 

INFLAMMATORY MASS IN THE RIGHT ILIAC FOSSA CON¬ 
TAINING AN ENTEROLITH THE NUCLEUS OF WHICH 
WAS A PIN, AND LATER DISCOVERED TO COMMUNICATE 
WITH THE APPENDIX. 

Dr. Spellissy also related the history of a man forty years of 
age who was admitted to St. Joseph’s Hospital, complaining of a 
dense mass immediately internal to and apparently continuous 
with the anterior border of the right iliac bone, and emending 
from its anterior superior spine down to its junction with the 
pubis. Fie associated the origin and duration of this mass with an 
irreducible inguinal hernia existent for fifteen years. 

Under ether anaesthesia, with the assistance of Dr. G. G. 
Davis, on April 11, 1903, an incision close to the margin of the 
right iliac bone, close to and below its anterior superior spine, 
passed through a most deuse, apparently fibrous mass about three- 
quarters of an inch thick. Through this capsule an extraperi- 
toneal space below the ileopectineal line was reached by blunt dis¬ 
section and a hard fusiform body found within it. On extrac¬ 
tion the body proved to be an enterolith, which on incision was 
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found to contain a pin as its nucleus. (Fig. 3.) Nothing else 
was found in the cavity, which seemed to be a blind pocket, but 
it diffused a fecal odor. It was, therefore, drained and but par¬ 
tially closed. Within a week after the incision, a fecal fistula 
developed in the wound and persisted till the patient, without 
warning, disappeared from the hospital ;and was still presentwhen 
he was readmitted, five months later, during the service of Dr. G. 
G. Davis. 

Operation under ether anaesthesia by Dr. G. G. Davis, on Sep¬ 
tember 23, 1903, found the fistula to communicate with the appen¬ 
dix. Both fistulous tract and appendix were excised, and the 
patient was discharged cured three months later. 

AN INGUINAL ABSCESS SIMULATING HERNIA. 

Dr. Spellissy presented a man, twenty-three years of age, an 
inmate of the Pennsylvania Training School for Feeble-Minded 
Children at Elwyn, who began three years ago to have in the right 
groin a small walnut-sized reducible mass, supposed to be an 
inguinal hernia. The subsequent growth of this mass was con¬ 
cealed by the patient until it was brought to the attention of the 
resident physician on November 25, 1905, when the condition 
illustrated in Fig. 4 was discovered and operation for strangu¬ 
lated inguinal hernia requested. 

Examination showed an irreducible, untympanitic, painless 
mass (Fig. 4.) with inflammatory pointing at a nodular apex 
coincident with an abdominal mass in the right iliac fossa, and a 
practically normal degree of temperature and rate of pulse and 
respiration. The patient’s spine was undeformed, painless, and 
flexible. Diagnosis of iliac abscess gravitating to the thigh was 
made and interference postponed to the following day, that a long 
director for a counter opening might be obtained. 

Under ether anaesthesia the inguinal abscess was incised, 
curetted, and drained with an evacuation of three to four pints of 
pus. The crural canal, however, was found impassable and there 
was no communication with the abdomen; the abdominal mass 
persisted and pressure upon it elicited no change in its bulk and 
brought no new pus into the inguinal wound. Exploratory 
incision for the removal of this mass is reserved for another occa¬ 
sion, and the diagnosis is now revised to inguinal abscess coin¬ 
cident with an independent abdominal mass. 




I'tt;. I.—Abscess of Die abdominal wall communicating with llic bladder containing 
a calculus. 



1*ig. 2 .—The calculus of Case I, actual size. 




Fi«. 4.—Inguinal abscess simulating hernia. 
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PERI-CESOPHAGEAL ABSCESS CONTAINING A SWALLOWED 
FOREIGN BODY. 

Dr. Spellissy related the following case: A freight con¬ 
ductor aged forty-four years was admitted to St. Joseph’s Hos¬ 
pital with a large mass occupying the left side and median line 
of the neck, the thyroid cartilage being pushed to the right side. 
The mass did not fluctuate, the tongue was furred, and the 
pharynx was inflamed but neither it or the larynx, according to the 
report of Dr. G. Marshall, exhibited any marked abnormality. 

The patient attributed his condition to the forcible swallowing 
of a piece of bacon, caused by a violent jolt while breakfasting, 
seven days before, in the caboose of a freight train that had 
stopped so suddenly as to throw the patient forward three feet. 
Efforts by the finger to recover the bacon were unsuccessful. 
Faucial distress was immediate, and reached such a degree by 
afternoon, that the patient went home to bed and remained there 
until his admission to hospital. During the interval he was 
subject to chills, fever, occasional delirium, and the gradual 
growth of the mass. The presence of any abnormality of the 
neck prior to the accident was denied. 

An exploratory incision of three inches along the anterior 
border of the' sternocleidomastoid, under ether anaesthesia and 
with the patient in the Trendelenburg position, discovered a 
prominent thyroid. Hypodermic exploration of this gland being 
negative, its outer border was freed, the gland retracted inward 
and the dissection carried down to the vertebra beside the 
oesophagus. Escape of foul pus into the pharynx and the wound 
was coincident with the disappearance of the mass and the dis¬ 
covery in the abscess cavity of a piece of bone, first thought 
to be the patient’s hyoid but later found to be removable, 
to be foreign, and to measure 1 J^xj^x 1 /,,, inches. Partial closure 
of the wound with drainage was followed by recovery without a 
fistula in forty-six days Return of the patient for oesophageal 
bougieing was advised. 

Dr, John II, Gidson was reminded by Dr. Spellissy’s third 
case of a patient seen at the dispensary of the Jefferson Hospital 
while he was chief of clinic.. The man brought an indignant note 
from his physician who said he sent the patient to a truss-maker 
and the latter had returned him with the statement that he had 
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no hernia. Examination showed an iliac abscess which had 
come down on the sheath of the iliac muscle beneath Poupart’s 
ligament. The mass disappeared when the man lay down, there 
was impulse on coughing and hence the swelling showed some of 
the signs of a femoral hernia. It was external to the vessels, how¬ 
ever, and easily shown to be an abscess. There was no rigidity of 
the spine, as the abscess was iliac instead of psoas in type. The 
man was operated on and made a good recovery. 

VICIOUS CIRCLE AFTER GASTRO-ENTEROSTOMY. 

Du. John H. Jopson reported the history of the following 
case: An adult woman had suffered for more than a year with 
symptoms of chronic gastric ulcer, including prolonged and 
obstinate vomiting, sometimes containing fresh, sometimes altered 
blood, without any excessive hemorrhages at any one time, and 
an inability to retain anything but liquid diet. In the feces the 
occult-blood test was positive. Then solid food was attempted. 
The disease had resisted prolonged and careful medical treatment 
including confinement to bed for about nine months out of twelve. 
At the time of operation she was a chronic invalid, rather 
neurasthenic, thin, and somewhat anaemic. 

Operation, November 15, 1905, Dr. Willard assisting. The 
stomach was dilated and somewhat lower than normal. Rapid 
scrutiny showed no external evidence of ulcer or cicatrix. A 
posterior gastroenterostomy was performed by the aid of the 
Moynihan clamps. The opening in the bowel was made 4 or 5 
inches below the duodeno-jejunal angle, and in the stomach at 
the most dependent point of the greater curvature. At its con¬ 
clusion the edges of the opening in the transverse mesocolon were 
sutured to the jejunum beyond the anastomosis by three stitches, 
one median, and one to either side. After the left-hand stitch was 
placed it was casually noted that there was slight puckering of 
the bowel at this point. The operation was otherwise completed 
in the usual manner. 

Following the operation the patient vomited occasionally for 
two days, after which nausea and vomiting became less frequent, 
and finally practically ceased. Six days after the operation 
(November 21) the vicious circle was rather suddenly established, 
and the patient began to bring up large quantities of dark green 
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bilious material. The vomiting resisted all the usual treatment 
and persisted during the following day. On the 23d it became 
frequent, and the patient’s general condition, heretofore good, at 
the end of the day became suddenly much worse. There was 
a rapid rise of pulse rate in a few hours from 100 to 140, and it 
was evident that unless prompt relief was afforded the patient 
would succumb. She was re-operated at midnight, November 23. 
The abdomen was reopened through the primary incision, the 
abdominal cavity found clean, and sharp angulation of the gut 
at the site of the gastroenterostomy was found as the cause of the 
symptoms. There were slight fresh adhesions between the adjac¬ 
ent surfaces of the two limbs of the spur. There was firm union 
of the opening in the mesocolon to the bowel, the edges of the 
opening thickened and apparently contracting around it, causing 
acute and absolute obstruction of the flow from the proximal to 
the distal limb. The adhesions were separated, the bowel 
straightened itself out, and the proximal loop emptied itself. 

There seemed to he an improvement in the general condition 
of the patient dating from this time, which permitted the opera¬ 
tion, heretofore a hurried and anxious one, to be finished more 
deliberately. The choice of treatment lay between freeing the 
mesocolon from the bowel and re-suturing it to the posterior wall 
of the stomach, and an anastomosis between the two limbs of the 
potential spur. The latter method was decided upon, and a 
medium-sized Murphy button was introduced as far away from 
the anastomosis as the short proximal limb permitted. The 
button was reinforced anteriorly by a Cushing suture. After 
operation the improvement in the general condition was prompt 
and gratifying. Vomiting was not checked at once but was less 
in amount. Retching was for a time a frequent and distressing 
symptom. One week after the second operation she was retain¬ 
ing her nourishment fairly well, nourishment being still liquid, and 
only vomiting occasionally. Two weeks after operation vomiting 
had practically ceased. The button was passed on the nineteenth 
day. Since convalescence has been established she has gained 
rapidly in weight, is free from gastric symptoms, and enjoys a 
liberal diet. 

Moynihan emphasizes as one of the eight important points in 
his method of gastroenterostomy the suturing of the transverse 
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mesocolon to the jejunum. His remarkable record of successes 
and the freedom of his patients from regurgitant vomiting after 
operation would seem to be good proof that there is no flaw in his 
technique in this direction, and I can only attribute the result in 
this case to the fact that one or both of the lateral stitches were 
probably placed too far from the anastomosis. If this were the 
case then any separation of mesocolon from the thin wall of 
stomach would tend to drag together the proximal and distal por¬ 
tions of the jejunum, as would also any contracture of the open¬ 
ing in the mesocolon. Moynihan says the stitches should be 
placed just outside the line of anastomosis. The accident which 
occurred in this case serves to emphasize the necessity of care in 
the least and most minute details; at the same time it may be 
questioned whether, theoretically, at least, the same contracture 
might not occur at a later period, no matter what precaution in 
this respect was observed and Moynihan refers to a case operated 
by Czerny and reported by Stendcl in which obstruction of the 
efferent loop had been so caused. If as there seems to be in these 
cases, and as Deavcr emphasizes there is a tendency for the open¬ 
ing in the mesocolon to contract and become tough and cicatricial, 
it may in time cause an obstruction to the intestinal flow at the 
anastomotic site. Dcaver, in speaking of the measures necessary 
to prevent hernia of the gut through the mesocolon says: “ To 
obviate the occurrence of this complication most surgeons have 
adopted the precaution of stitching the edges of the opening in 
the mesocolon to the stomach. Mr. Moynihan, on the contrary, 
advises stitching it to the jejunal loop below the .anastomosis. I 
cannot approve of this modification of the usual technique. Mr. 
Moynihan does not give any reason for this preference, and to 
my mind no good reasons exist. By suturing the mesocolon 
edges to the stomach we in the first place close the opening into 
the lesser peritoneal cavity; this is the most important function 
of the procedure. But in addition to this we arc sure the gastric 
opening being the lowest portion of the stomach, as the meso¬ 
colon draws the stomach down into a funnel-shaped depression, 
and we moreover avoid any possible constriction of either loop 
of the jejunum, That this last is an important feature of the 
operation, I think, cannot be denied. Probably every surgeon has 
seen cases where the opening in the transverse mesocolon, not 
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having been sutured to the stomach, contracted, and, becoming 
quite tough and cicatricial, presented a very material obstruction 
to the emptying of the proximal loop of the jejunum into the 
distal loop. But, although I know this cannot be blamed for 
all cases of vicious circle, it is certainly my conviction that 
obstruction of the afferent loop is the most usual cause of 
pernicious vomiting.” Deaver makes no criticism of the practice 
of the Mayos of stitching the mesocolon to the site of the 
anastomosis itself. 

This case also illustrates the well-recognized necessity of 
prompt operation in the more acute cases of vicious circle. The 
symptoms may be as acute as those due to the commoner obstruc¬ 
tions of the bowel, which are so rapidly fatal unless promptly 
operated. 

PERFORATED GASTRIC ULCER; SUTURE AND RECOVERY. 

Dr. John II. Jopson related the history of a man, 50 years of 
age, who for five years had suffered from stomach trouble, his 
symptoms consisting of pain in the epigastrium, coming on after 
eating, and occasionally associated with vomiting. Vomiting had 
ceased after a few months, but pain had continued up to the 
present time, and for eight weeks before admission had been much 
more severe. lie had vomited once, two weeks before admission. 
On September 9, the day before he entered the hospital, pain in 
the epigastrium grew rapidly worse and soon spread to the 
right iliac region. Twelve hours later it involved the entire 
abdomen, being most severe in the right iliac fossa. 

He was admitted on the evening of September 10, 1905, 
suffering acutely and complaining of pain in the right iliac fossa. 
Temperature 100 y 5 °, pulse 120, respiration 28. The abdomen 
was slightly distended, and rigidity waB generalized but most 
marked on the right side. Tenderness was extreme in the right 
iliac region, slight elsewhere. The expression was good. He was 
admitted for operation with a diagnosis of appendicitis, and the 
history of long-standing gastric trouble was not elicited before 
operation. The duration of the acute symptoms and the 
physical examination indicated a spreading peritoneal inflamma¬ 
tion, apparently originating, still more pronounced, in the appen- 
dicial region, and it was with this diagnosis that he was trans¬ 
ferred to the operating-room one hour after admission. 

45 
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An incision at the outer border of the right rectus muscle dis¬ 
closed free turbid fluid in the abdomen and pelvis. The caecum 
and appendix were congested, the base of the appendix sur¬ 
rounded by a curtain of peritoneum, as though it had found lodg¬ 
ment in one of the rectro-crecal pouches and later herniated 
through its wall. The appendix was liberated, and removed. 
It partook of the diffused peritoneal inflammation but was not 
the cause of it. The ileum was examined and found to exhibit 
signs of beginning general peritoneal inflammation only. Fresh 
adhesions were discovered above the wound in the direction of 
the gall-bladder and pylorus. The wound was enlarged upward, 
almost to the costal margin, and a perforation, one-eighth of an 
inch in diameter, was found on the upper border of the pylorus, 
actively leaking, and was turned in by a layer of interrupted and 
one of continuous Lembert sutures. The infection had travelled 
downward to the pelvis along the right side of the abdomen, as 
indicated by numerous fresh adhesions and lymph-patches in 
this region. After free flushing with saline solution, the abdomen 
was drained from diaphragm to pelvis by iodoform and plain 
packing above and to the inner side, holding back the small intes¬ 
tines, a strip into the kidney pouch, and tubular and gauze drain¬ 
age in the pelvis. A few silkworm-gut sutures were placed over 
the packing to hold it in place, but the wound was not closed. The 
patient stood the operation remarkably well and suffered but 
little shock at any stage, in spite of free manipulation of the 
abdominal contents and widespread infection. 

After operation he was placed in the Fowler position and 
given frequent saline enemata, and convalescence was uneventful 
except for some vomiting on the second day after operation. 
The bowels were moved spontaneously on the third day and he 
was fed by the rectum for five days. The large wound healed 
slowly and he was in bed for nearly two months, and in the hos¬ 
pital for three. 

The patient was brought in as a case of appendicitis; the 
gravity of his condition was recognized by the resident physician, 
and preparations for operation were begun at once. 

Had a more complete history been elicited before operation 
a diagnosis of ruptured gastric ulcer should have been arrived at. 
'As it was, the physical signs pointed strongly to an infection, 
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reaching its greatest intensity in the appendicial region, symptoms 
which accorded well with the history of an illness dating back only 
a day or two, which the patient gave when first seen. There were 
no disadvantages attending the primary low incision; indeed it 
was proved to he advantageous, as when extended it gave the 
best possible drainage along the entire route from pylorus to 
pelvis, which the infection had already travelled, and the drainage 
was much more effective than could have been obtained by 
primary incision in the epigastrium and secondary suprapubic 
drainage, as is usually advised. The freedom from shock dur¬ 
ing and after operation was very striking in a case with such an 
extensive peritoneal involvement. 

GASTROPTOSIS AND DILATATION. 

Dr. Edward B. Hodge reported the case of a woman 33 years 
of age who was admitted to the Presbyterian Hospital, July 31, 
I 9 ° 5 - For the preceding three months she had been under treat¬ 
ment in the dispensary of the hospital, but without benefit. 

Since the birth of a child, in 1892, she had suffered from 
sour eructations, vomiting, burning pain in stomach, flatulence, 
marked constipation, with headache and extreme nervousness. 
From her usual weight of 140 pounds she had fallen to 114 
pounds. 

On inflation of the stomach, its lower border was found to 
be two and one-half inches below the umbilicus. 

After some weeks’ observation in the hospital, during which 
her weight had fallen still further, to 95 pounds, and she had 
become anxious for some operation for her relief, it was decided 
to elevate the stomach by shortening the gastrohepatic ligament. 

On October 13, with Dr. Willard’s assistance, Dr. Hodge 
opened the abdomen in the middle line below the ensiform. The 
lesser curvature was about half way to the umbilicus, and the 
greater curvature Y inch below the umbilicus. There was no evi¬ 
dence of ulcer, recent or old; the pylorus was opened and the gall¬ 
bladder found to be normal. Three transverse rows of inter¬ 
rupted silk-sutures were put in the gastrohepatic ligament, bring¬ 
ing the stomach well up under the liver. As the stomach was 
dilated, at Dr. Willard’s suggestion, about 2 inches of the anterior 
gastric surface was folded in with a continuous transverse silk 
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suture, midway between the curvatures. The abdomen was closed 
in layers. Convalescence was easy, and before patient left the hos¬ 
pital, on November 28, she was eating a generous mixed diet. 
She is now perfectly comfortable, does all her housework except 
washing, and weighs 125 lbs., a gain of 30 lbs. The bowels 
move daily without a laxative. Stomach tympany extends from 
just below the ensiform to J4 inch above the umbilicus. 

Dr. H. D. Beyea said he had performed this operation upon 
eight patients. All except one improved very remarkably. The 
exception was an extremely neurasthenic girl, who improved dur¬ 
ing a period of six months and then was obliged to nurse two 
sisters during attacks of typhoid fever; she is now no better than 
she was at first. All the other patients gained weight and all 
were relieved of the gastric symptoms. 

URETERAL CALCULUS. 

Dr. John B. Deaver read a paper with this title (for which 
see page 733). 

TRANSPER1TONEAL EXAMINATION OF THE URETER IN 
CASES OF SUSPECTED URETERAL CALCULUS. 

Dr. John H. Gidbon read a paper with this title (for which 
see page 743). 

Dr. William L. Rodman, speaking to the questions pro¬ 
pounded by Dr. Deaver, said that the Rontgen rays are not always 
satisfactory in the diagnosis of calculi in the kidney and ureter, 
many mistakes being made thereby. This is especially true when 
the supposed lesion is low down and well toward the median line 
of the pelvis. In this location little bodies described as centres of 
calcification in cartilages have by different observers been mis¬ 
taken for calculi. With Dr. Pfahler the speaker had had at least 
three such cases. In the first case, a woman, the skiagram showed 
what seemed to be certainly two stones in the ureter low down 
near the bladder. His suspicions were aroused, the ureter was 
catheterized and the hard bodies felt and demonstrated to be dis¬ 
connected with the ureter. Very recently a similar condition was 
shown by a skiagram in a young man without renal or vesical 
symptoms. It was plainly such a case as Bevan and others have 
demonstrated to be points of ossification or calcification of the 
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ligaments. Bevan, of Chicago, has seen many such cases. As to 
opening the ureter by the transperitoneal or extraperitoneal route 
he believes there is no doubt of the almost unanimous opinion that 
the extraperitoneal is the safer. In fact, it may be said in view 
of all that has been learned upon the subject that the intraabdom- 
inal method is at the present scarcely warranted. The opera¬ 
tion can be done by this method but the surgeon who so does is 
courting disaster. In cases of encysted stone near the bladder 
the site can usually be reached through the bladder by means of 
a suprapubic cystotomy. He was interested in Dr. Gibbon’s 
reported combining of extra- and intraperitoneal methods in 
removing a calculus. Dr. Gibbon is correct in saying there is 
danger of soiling the peritoneum; he would prefer the extraperi¬ 
toneal route always, but when working in the abdomen as was Dr. 
Gibbon the method employed by him may very well be used. 

Dr. George G. Ross spoke of a case of ureteral calculus in 
which operation was not performed. The patient had repeated 
attacks of renal colic and after each passed bloody urine. The 
X-ray showed a dense shadow near the neck of the bladder. 
The man was a travelling salesman and declined operation, taking 
morphine to relieve the attacks. One morning he reported jubi¬ 
lantly that he would have no more attacks as the night before he 
had passed an enormous amount of urine during sleep and a day 
or two later the calculus was passed by the urethra. There 
evidently had been obstruction of the ureter and hydronephrosis, 
which was relieved by the passage of the stone. 

Du. John B. Roberts said that ten years ago he reported the 
transperitoneal removal of a ureteral calculus. He found no diffi¬ 
culty in keeping the peritoneum perfectly clean and both the 
ureteral and abdominal wounds healed by first intention. 

Dr. Giddon, in closing, corroborated Dr. Rodman’s state¬ 
ments regarding transperitoneal operation upon the ureter; it is 
seldom justifiable. In the cases reported, however, the removal 
of the calculus was not transperitoneal, the ureteral operation itself 
being entirely outside of the peritoneum. Under such circum¬ 
stances if the surgeon so desires he can close the peritoneum 
before taking the stone out of the ureter, but the manipulation 
made possible by the peritoneal opening enables one more easily 
to remove the calculus. Without such opening it is utterly impos- 
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sible to get at the ureter throughout its entire length unless the 
kidney be delivered and access gained in that manner. In both 
the cases reported the microscopic findings of blood in the urine 
were of great diagnostic value. If a stone is found in the ureter 
when operating for appendicitis, it should be removed. In such 
an instance, as before stated, the surgeon can choose the route 
by which he will remove the calculus. 

RENAL CALCULUS WITH MAGGOTS WITHIN THE STONE. 

Dr. John H. Gibbon reported the case of an Italian laborer, 
33 years of age, who was admitted to the Pennsylvania Hospital 
July 21, 1905 and transferred to the surgical wards on July 24. At 
this time he had all the symptoms of a pyonephrosis on the left 
side, although he was able to be up and about at times. There 
was a large quantity of pus in the urine and marked tenderness 
over the left kidney. Cystoscopic examination was unsatisfac¬ 
tory. He was operated upon and a large soft calculus was found 
to occupy nearly the whole pelvis of the kidney, which extended 
up in the calices and was removed in two portions. There was 
a large quantity of pus in the kidney which had a very 
foul odor. The wound was drained and partially closed. The 
stone was examined in the laboratory on the same day of its 
removal. The larger portion measured 2X2 ]/ 2 cm. in diameter; 
the small portion measured 1x1 '/ cm. and the weight of both 
was 17.5 garms. Passing through the larger portion of the stona 
were a number of small smooth channels in which were found 
numbers of minute maggots. Dr. Gibbon saw the specimen the 
next day when the maggots were still quite active, crawling in 
and out of the channels in the stone. The maggots were so 
small that their nature was doubted for a while. A number of 
them with a portion of the stone was sent to Dr. Charles Wordell 
Stiles, of Washignton, who reported that they were the maggots 
of the ordinary domestic fly. On the fourth day after the opera¬ 
tion the dressings removed from the wound were kept over night 
wrapped in a sterile piece of gauze surrounded with wax paper, 
and on the following morning there were a large number of full- 
grown maggots present. In none of the subsequent dressings 
were maggots found. The patient made a good recovery from 
his operation, but as the sinus continued to discharge large 
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quantities of pus, and as occasionally the drainage would be 
interfered with. Dr. Gibbon removed the kidney on November 
25th. The patient made a satisfactory recovery from the second 
operation. 

In questioning the patient it was learned that in Italy he had 
some years previous had inflammation of the bladder for which 
irrigation was done. The first symptoms of his present illness 
appeared a few months before his admission to the hospital and at 
this time he irrigated his own bladder. He says that he was 
always careful in performing this irrigation to have the catheter 
and solution clean, and he cannot recall ever having seen flies on 
the catheter. It is probably true, however, that this was the 
source of the infection. 

HYDRONEPHROSIS; DISTENTION OF URINARY BLADDER. 

Du. Gibbon also reported a case of cystic kidney with obliter¬ 
ate ureter associated with a fibroid uterus causing a chronic dis¬ 
tention of the bladder with retention of urine. 

This patient was admitted to the Pennsylvania Hospital on 
November 17, 1905. She was 43 years of age, a widow, and had 
never had children. She came to the hospital because of a large 
tumor in the lower portion of the abdomen and marked vesical 
and rectal tenesmus, the latter symptoms being of but a few weeks’ 
standing. Examination showed a tumor projecting above the 
pubes which was quite hard and which on bimanual examination 
seemed to move with the uterus. Two distinct tumors could be 
felt in the uterus, one in the anterior portion just above 
the cervix which pressed upon the bladder, and the other 
could be felt through the rectum which was nearly occluded by it. 
A diagnosis of fibroid tumors of the uterus was made and a hys¬ 
terectomy recommended. When the abdomen was opened it 
was discovered that the tumor felt above the pubes was a greatly 
distended bladder. One hour previous to the operation the patient 
had been catheterized and 26 oz. of urine withdrawn; on the table 
the catheter was again introduced and 20 oz. of urine withdrawn. 
The bladder did not contract when emptied but collapsed in thick 
folds, the wall appearing to be about yi inch thick. The uterus 
contained a number of fibroids: one on the anterior surface low 
down pressed against the bladder in such a way as to produce 
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obstruction just as an hypertrophied prostate does in a man. 
Examination of the ureters at their point of crossing over the 
iliac vessels showed no distention of either. An examination of 
the kidneys showed a normal right kidney but the left was an 
enormous cyst. A hysterectomy was done and then the left 
kidney was exposed through a lumbar incision. It was so large 
that it was impossible to remove it without emptying it, and even 
after the escape of a large quantity of grayish, odorless fluid the 
delivery of the kidney was difficult. In ligating the pedicle the 
ureter could not be made out. This kidney was subsequently 
examined in the laboratory and no ureter could be found. The 
kidney substance had been so completely destroyed that none could 
be found microscopically. The kidney measured 25 cm. in length 
by 15 cm. in width, and the wall varied from 1 to 4 nun. in thick¬ 
ness. The patient made an uninterrupted convalescence. 

UNREDUCED ELBOW DISLOCATION. 

Dr. William J. Taylor showed a skiagraph of an unreduced 
forward dislocation of the elbow taken three weeks after the acci¬ 
dent, as well as a skiagraph taken the day following the reduc¬ 
tion of the dislocation. 

The patient was a young man of 29 who, while playing foot¬ 
ball, fell upon the ball, and as he fell another player running up 
behind accidentally kicked him on the lower end of the left 
humerus just above the elbow; this produced the dislocation with¬ 
out fracture. 

Three weeks after the accident he came to Dr. Taylor, who 
had a skiagraph taken which revealed the true condition of affairs. 
Owing to some unavoidable delay it was nearly four weeks after 
the accident before the attempt could be made at reduction. He 
was given ether and after a great deal of physical effort and 
limbering up and breaking up the adhesions of the elbow, reduc¬ 
tion was accomplished. The second skiagraph showed very well 
the bones in their proper relation. 

AN ETHER INHALER FOR USE IN OPERATIONS REQUIRING 
THE PRONE POSITION. 

Dr. Thomas C. Stellwagon (by invitation) presented this 
apparatus. It was devised to obviate the difficulty experienced in 
administering ether to patients when prone, especially when the 
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Edebohl technic is employed. In addition, with the ordinary 
inhaler a very large amount of ether is required. He at first 
used a rubber bulb to force ether into the old inhaler but this 
proved unsatisfactory. The present modification has been in use 
in the Jefferson Hospital during the past six months and has met 
with general approval. With it considerably less ether is required. 
The addition consists of a lateral extension, near the lower end 
of the instrument, which is placed over the mouth of the patient. 
The hood-shaped mouthpiece is reversible to allow application 
when the person is on either side. But one hand is required to 
hold this inhaler to a patient’s face. A question regarding the 
device that is not yet entirely settled is whether the patient gets 
sufficient air with the ether. Possibly a valve above the mouth¬ 
piece is needed to permit the egress of expired air. 



